SUMMARY Death rates from ischaemic heart disease (IHD) in English and Welsh counties are correlated, in both men and women, with the infant mortality rates of those counties when the individuals whose deaths are considered were young, thus confirming previous findings in Norway. In England and Wales, however, there is an equally good correlation between deaths from IHD and infant mortality patterns up to and including that for the same time period as the IHD deaths. The British data provide no grounds for concluding from these relationships that living conditions during early life per se bear a causal relationship to deaths from IHD. Forsdahl (1977) (OPCS, 1978). Five-year death rates (ageand sex-specific) were calculated for each county for persons dying at ages 25-34, 35-44, 45-54, 55-64, 65-74, and 75 
SUMMARY Death rates from ischaemic heart disease (IHD) in English and Welsh counties are correlated, in both men and women, with the infant mortality rates of those counties when the individuals whose deaths are considered were young, thus confirming previous findings in Norway. In England and Wales, however, there is an equally good correlation between deaths from IHD and infant mortality patterns up to and including that for the same time period as the IHD deaths. The British data provide no grounds for concluding from these relationships that living conditions during early life per se bear a causal relationship to deaths from IHD. Forsdahl (1977) has reported that, for Norway, there is a close correlation between the recent county death rates for IHD and the infant mortality rates pertaining to those counties when the individuals whose deaths are considered were young. This correlation exists in both males and females but it is more marked in the former. Thus, the county death rates for IHD in men aged 40 to 69 years at death between 1964 and 1967 correlate with the infant mortality rates for the same areas in the years 1896 to 1925 (Spearman'sp = 0*79, P <0.001). The value of p for this comparison in women is 061 (P <0.01).
The correlation with more recent infant mortality rates is, in general, less marked.
A high infant mortality rate is widely regarded as an indicator of poor living conditions, so Forsdahl concluded from his findings that individuals who experience poor living conditions during childhood and who subsequently achieve a more affluent way of life are more likely to die of IHD than individuals exposed to these better living conditions throughout life. Furthermore, from a study of the population of Finmark, the most northerly Norwegian county and the one with the highest rate of deaths from IHD, Forsdahl (1978) went on to argue that the change from poverty in childhood and adolescence to prosperity in adult life produces its effect on IHD death rates by the elevation of serum cholesterol.
Rapid social change has been regarded as deleterious to health in general (Tyroler and Cassel, 1964) as a result of incongruities between the culture of the group exposed to this change and the demands and expectations created by the new social situation. More specifically, mortality from IHD has been found to be excessive in men who actively seek upward social change by moving house or changing their jobs (Syme et al., 1964) , or who have such change thrust upon them by the advent of rapid industrialisation in their areas of residence (Cassel and Tyroler, 1961 (OPCS, 1978) . Five-year death rates (ageand sex-specific) were calculated for each county for persons dying at ages 25-34, 35-44, 45-54, 55-64, 65-74, and 
Discussion
The results presented in Table 1 support the Norwegian findings previously published (Forsdahl, 1977) and the relationships demonstrated can be interpreted in the same way, that is, that individuals who spent their early years in areas of high infant mortality (the poorer areas) suffer a greater risk of dying from IHD in later life than do individuals who grew up in the richer areas. This excess mortality could, very reasonably, and in accord with earlier work (Cassel and Tyroler, 1961; Syme et al., 1964) , be attributed to the greater social change experienced during the lifetime of the person from the poorer areas.
This interpretation is strengthened in Norway by the statement that recent infant mortality rates do not show significant variation from county to county (Forsdahl, 1978) ; in other words, present living conditions seem to be homogeneously prosperous. These Norwegian infant mortality rates are based on comparatively few deaths, however. The annuial numbers of such deaths for the whole of Norway in the period 1971-75 (that considered by Forsdahl) are all less than 850 (United Nations, 1976) compared with the range for England and Wales, in the same period, of between 11 000 and 13 000. When the comparatively few Norwegian deaths are apportioned between counties, the lack of statistically significant difference between recent county infant mortality rates could be a reflection solely of the small number of deaths.
The English and Welsh county infant mortality rates for the period 1969 to 1973 are far from homogeneous, ranging from 9*4 deaths per thousand live births (Montgomeryshire) to 20.8 deaths per thousand live births (Lancashire). The geographical variation in infant mortality during this period is significantly correlated with IHD death rates in the Table 1 Rank correlations between county five-year death rates from IHD (1969-73) and county infant mortality rates during the period when the cohort from which the deaths are drawn were infants Deaths from ischaemic heart disease and infant mortal same period (Table 2 ). The correlation is again more marked in males than in females and more marked in older than in younger groups. Although, in each county, there has been a marked reduction in infant mortality from 1885 to the (Table 3) . Application of the Friedman test (Conover, 1971) Table 3 Rank ordering of counties by infant mortality at various dates (low rank denotes low infant mortality) County 1969 County -73 1935 County -48 1925 County -38 1915 County -28 1905 County -18 1895 County -1908 County 1885 Beds 16  11  11  21  19  17  23  Berks  1  9  9  9  8  11  6  Bucks  5  3  3  4  6  8  12  Cambs  2  15  18  13  16  15  19  Cheshire  33  31  29  30  29  32  33  Cornwall  24  22  24  20  23  23  31  Cumberland  35  33  34  37  32  25  21  Derbyshire  29  29  30  29  28  29  32  Devon  12  24  22  22  22  22  20  Dorset  22  7  8  7  3  2  2  Durham  38  42  43  43  43  41  39  Essex  4  6  19  18  21  27  25  Glos  23  17  21  24  24  19  24  Hants  13  16  13  12  14  18  17  Hereford  25  25  20  14  12  6  8  Herts   6  1  2  1  1  5  5  Hunts  9  28  15  25  11  10  7  Kent  8  8  12  10  17  21  18  Lancs   43  41  42  32  36  43  43  Leics  32  27  27  28  31  34  41   Lincs   31  23  25  27  27  30  27  Norfolk  19  14  16  23  25  28  28  Northants  21  18  14  19  20  20  26  Northumberland  27  40  41  42  39  42  34   Notts   30  32  38  38  41  38  36  Oxon  20  2  1  2  4  7  13  Rutland  10  19  17  17  13  4  11  Salop  18  20  23  15  15  12  15  Somerset  14  10  6  3  5  9  9  Staffs  39  34  40  39  42  40  42  Suffolk  11  5  10  16  18 group.bmj.com on April 10, 2017 -Published by http://jech.bmj.com/ Downloaded from D. R. R. Williams, Sarah J. Roberts, and T. W. Davies prevails are characterised by high infant mortality both now and in the past. It may not be possible to identify this relationship in the case of Norway, where infant deaths in recent years are very few. The aetiology of ischaemic heart disease is widely regarded as multifactorial and complex. It may well be that areas with high rates of infant mortality and concurrently high rates of death from ischaemic heart disease share certain factors that are important in the aetiology of both groups of diseases, but this study has failed to support the hypothesis that, in England and Wales, the transition from poverty in early life to prosperity in middle age is a causal determinant of death from IHD.
